Postoperative, all women had POP-Q stage 0. A 74% continence rate for urinary incontinence was noted.
INTRODUCTION AND OBJECTIVES:
Total colpocleisis is an excellent treatment option utilizing native tissue for complete vault eversion in older women not interested in coital function. This video illustrates our surgical technique for total colpocleisis.
METHODS: An 88 year-old female presented with pelvic organ prolapse (POP) after failing conservative management. She complained of concomitant storage and voiding lower urinary tract symptoms (LUTS), particularly stress urinary incontinence (SUI) with a pessary in place. Examination revealed complete procidentia and SUI with POP reduction. She elected to undergo total colpocleisis, and transobturator midurethral sling placement.
RESULTS: The procedure began by marking of four quadrants, from the apex to bladder neck, posterior and lateral vaginal walls. Lidocaine with epinephrine was used for hydrodissection and hemostasis. The vaginal epithelium was dissected and excised in each quadrant. Purse string sutures were placed sequentially at 2-3 cm from each other until the entire prolapse was reduced. Cystoscopy was performed to ensure patency of the ureters. The anti-incontinence procedure (not shown) was performed. The anterior vaginal wall was closed, followed by posterior vaginal wall closure including a tight perineorrhaphy.
CONCLUSIONS: On examination at 6 months, no recurrence of her prolapse was noted. Further, the patient reported that her SUI and LUTS had resolved. Colpocleisis remains an effective and minimally invasive option for women with severe POP who are not interested in maintaining sexual function.
Source of Funding: none

V2-11 HIGH UTEROSACRAL HYSTEROPEXY FOR THE MANAGEMENT OF PELVIC ORGAN PROLAPSE
Naveen Kachroo*, Solafa Elshatanoufy, Humphrey Atiemo, Detroit, MI INTRODUCTION AND OBJECTIVES: Hysterectomy at the time of pelvic organ prolapse repair is controversial. Uterine preserving procedures for prolapse repair may be beneficial as this allows preservation of fertility, body image and sexual function and potentially avoids an unnecessary procedure. In this video, we present our technique for transvaginal high uterosacral hysteropexy as an alternative mesh-free uterine-preserving procedure for prolapse repair and analyse our institutional outcomes.
METHODS: This video illustrates a step by step video sequence of our technique for high uterosacral hysteropexy in a patient with symptomatic Stage III pelvic organ prolapse. We also performed a single institution, single surgeon retrospective analysis of patients treated by either high uterosacral hysteropexy or hysterectomy with high uterosacral suspension for their prolapse between 2013 and 2015. Institutional Review Board approval was obtained. We directly compared operative blood loss, pre-operative POP Q evaluation with post-operative POP Q evaluation as well as pre and post-operative American Urologic Association (AUA) Symptom scores in these 2 groups.
RESULTS: Surgery time was 3 hours 24 minutes. No immediate or early complications were noted and repair was successful on follow up. The outcomes of 20 patients were assessed and summarized in the table below. Nine patients underwent high uterosacral hysteropexy alone and 11 patients underwent hysterectomy and high uterosacral suspension. Follow up was for a minimum of 6 months. Blood loss was significantly reduced in the high uterosacral hysteropexy cohort (mean: 88mls vs 232mls, p¼0.004) and there was no difference in post-operative AUA symptoms scores or POP Q evaluation between the 2 treatment groups.
CONCLUSIONS: We present our technique of high uterosacral hysteropexy and show that this results in a significantly reduced blood loss compared to non uterine-preserving techniques and comparable post-operative outcomes suggesting that this a suitable option for pelvic organ prolapse management.
Source of Funding: None
V2-12 VESICOVAGINAL FISTULA REPAIR IN ORTHOTOPIC NEOBLADDER WITH PEDICLED ISLAND SKIN FLAP
Daniel Hoffman*, New York, NY; Victor Nitti, New York , NY INTRODUCTION AND OBJECTIVES: 51 y/o female patient with history of bladder cancer and subsequent orthotropic neobladder vesicovaginal fistula. She failed two attempts at closure due to necrosis of the vaginal wall. She was averse to using muscle flaps and was considering conversion to urinary diversion. A martius flap with a skin island was used to correct the defect on the anterior vaginal wall.
METHODS: An inverted U incision was made on the vaginal wall. The intestinal mucosa was carefully separated from the anterior vaginal wall. The neobladder defect was closed in an interrupted fashion with 3-0 polyglactin sutures. A 3 x 1.5 centimeter skin island was isolated from the labia and the underlying fibrofatty tissue was mobilized. The anterior portion of the graft is ligated leaving the fibrofatty graft supplied by the posterior labial artery from the internal pudendal artery. A tunnel is developed from the vaginal incision to the labia and the graft is transferred through the tunnel to cover the vaginal wall defect. The skin island was secured to the vaginal defect with interrupted 3-0 polyglactin sutures. An indwelling foley catheter and a suprapubic tube were left in place.
RESULTS: 8 weeks postoperatively the patients graft had excellent uptake. Cystoscopy was performed and there was no evidence of the neobladder defect. The neobladder was filled with methylene blue and there was no leakage to suggest persistence of the fistulous tract. 12 weeks post operatively the patient did not have recurrence of fistulous tract.
CONCLUSIONS: Transvaginal correction of orthotropic neobladder vesicovaginal wall fistula with martius flap and a skin island is a viable alternative for repair of large complex defects.
